siderably bent, the skin is thrown into folds, whose concavities are towards the fingers, and convexities towards the radio-carpal articulation; this is owing to the natural adherence of the skin with the diseased parts beneath, and not to any disease of the skin itself, which dissection proves is unaffected.
In 1811, M. L., a wine merchant of Paris, having received a stock of wine from the South, assisted his workmen in arranging the casks one upon another in his cellars. In raising a very heavy cask by placing his left hand beneath its prominent edge, formed by the ends of the staves* he felt a cracking, and a slight pain in the palm of the hand. Increased sensibility and stiffness remained for some time, but these symptoms gradually disappeared. The accident was almost forgotten, when he observed a slight retraction of the ring-finger towards the palm of the hand, so that he was unable to extend it as much as the others. There was no pain, and he neglected the slight deformity, which every year became more marked. At the commencement of the year 1831, the little and ring fingers were completely flexed, and applied to the palm of the hand; the second phalanx was folded on the first, and the extremity of the third touched the middle of the cubital border of the palmar surface. The skin was thrown into folds, and drawn towards the base of the two retracted fingers. M. L. now consulted several practitioners, who recommended the division of one or both of the flexor tendons; subsequently M. Dupuytren was consulted, who immediately stated that the disease was not situated in the tendons, but in the palmar aponeurosis, a division of which would produce a free motion of the fingers. The operation was thus performed. The hand being firmly fixed, M. Dupuytren commenced by making a transverse incision, of ten lines in length, opposite the articulation of the phalanx of the ring finger with its metacarpal bone; the bistoury divided at first the skin, and next the palmar aponeurosis, with an audible cracking sound; the finger immediately straightened itself, and could be extended with almost as much ease as when in the natural state.
"Wishing to avoid the pain of a new incision, the operator endeavoured to continue the division of the aponeurosis by introducing the bistoury in a transverse direction, deeply beneath the skin of the side of the cubital border of the hand, in order to liberate the little finger, but in vain. He then made a transverse incision opposite the articulation of the first and of the second phalanx of the little finger, and thus detached its extremity from the palm of the hand, but the rest of the finger remained firmly flexed. The skin and aponeurosis was next divided by an incision opposite the articulation of the phalanx with the metacarpal bone; this produced a partial but not a complete restoration of the flexibility of the part. A last transverse incision was then made opposite the middle of the first phalanx itself, and this must have divided the insertion of the palmar aponeurosis, as the little finger could immediately be extended with the greatest facility. The incisions, which bled hut little, were dressed with dry charpie, and the little and ring fingers were extended by means of an apparatus fixed to the back of the hand. The day of the operation and the following night were passed with little or no pain. During the next day the hand became slightly swollen, owing to the clumsiness of the instrument. Another was then substituted, consisting of a half-cylinder of pasteboard, terminated by four metal rods, which could be lengthened or shortened at pleasure, and which were surmounted with a kind of thimbles to embrace the ends of the fingers. The The machine was used for more than a month, and when it was removed the fingers were found, with the exception of the temporary stiffness, occasioned by continual extension, to be so flexible as to allow the patient to hend them easily. A month after this M. L. only employed the machine during the night, and the articulations were becoming so supple as to show that the tendons remained healthy, and that in process of time the motions of the fingers would be completely re-established.
M. Dupuytren repeated this operation Dec. 5th, on a coachman, aged 40, who applied to him for the relief of the deformity which existed in both hands. When he came to the hospital his fingers were so bent that they Were not more than an inch and a half distant from the palm of the hand, the skin of the palm forming folds whose concavity was turned towards the fingers. On extending the phalanges, the cords passing from the fingers to the palm were very evident. The patient being seated, M. Dupuytren held the right hand, and made with a bistoury two semi-circular incisions, the one at the base of the ring finger, in order to divide the two digital prolongations of the palmar aponeurosis which were attached to this finger, and the other an inch and a quarter beneath the former in the palm of the hand, to make a second section of this digital prolongation, and to separate it by its base, from the body of the palmar aponeurosis. The ring finger was immediately restored to its normal position. The patient becoming very weak, the operation on the left hand was deferred until another day. The hand was dressed in the same manner as was adopted in the preceding case, and the result will most probably be similar.
Although three facts are not sufficient to establish a general doctrine, yet, by awakening the attention of surgeons, they may be of considerable benefit to science, by multiplying the observations on the causes, signs, effects, and treatment of this disease, and chiefly in the operation which has here been proposed and adopted. In having the anterior chamber of the left eye completely filled with the pearly opaque lens, which had passed through the iris whilst the patient was strongly depressing his head. The eye was red, inflamed, painful, and Catering, with intense head-ache. Bleeding from the arm, a warm-bath, and a purgative, relieved these symptoms, and two days after the following operation was performed. The patient being placed in bed, with his head elevated by pillows, the operator plunged the needle into the sclerotica, about two lines from its junction with the cornea, passed it from the posterior into the anterior chamber, hooked the crystalline lens, withdrew it into the posterior chamber, and depressed -it in the vitreous humour. and which has usually been named "Traumatic" from its cause, are given.
In three of these the delirium followed fractures of bones, in two it was subsequent to self-inflicted wounds, in one case it followed the removal of a sarcocele, and in the last it was preceded by an operation for the removal of cataract.
Only one of these terminated fatally. At If the foot is forced inwards, the line of the transmission of the weight of the body, instead of intersecting the axis of the tibia, and falling-on the astragalus, passes obliquely from within outwards, through the inferior extremity of the tibia, the articulation, the external malleolus, and the outer side of the foot. The weight of the body is then supported by the outer ankle, and the inferior extremity of the tibia; and the external malleolus, or even the inferior extremity of the fibula, give way, from the traction of the external lateral ligaments, which exert more force from their being-placed in a direction almost perpendicular to the malleolus, when it is resting on the sharp edge of the astragalus, which is forcibly driven from [April 1 upwards, and its palmar surface outwards, the pulley of the astragalus is directed to the inner malleolus, and sometimes forms an eminence easily distinguished beneath the integuments; the outer malleolus undergoes a kind of semi-rotation on the tibia by which its summit is elevated and it brings nearer to the axis of the limb the superior extremity of the fragment that it terminates. The foot is thus displaced from the centre of the intermalleolar surface; so that in drawing a line through the axis of the tibia it would fall on the internal side of the tarsus, and the weight of the body would be supported by the internal angle and its ligaments. This displacement of the foot outwards is the only one which would necessarily result from the fracture of the fibula, it is more marked in proportion as the bone has been fractured near its extremity, and the patient has endeavoured to make use of the maimed limb. In those cases where the fracture results from the violent inclination of the foot inwards, the muscles speedily draw it outwards.
In cases where the accident has been misunderstood, or imperfectly treated, the soft parts are distended, inflamed, and disorganized ; the synovial capsule is opened, and the articular extremities become carious and are destroyed. In the most favourable circumstances the patients are never able to use the limb without the aid of crutches or a wooden leg. M. Dupuytren has collected a large number of cases proving the unfortunate effects which result from these accidents not being recognized. In passing the finger over the inferior portion of the fibula an unusual mobility, which is different from the elastic flexibility of the bone, is discovered at the situation of the fracture. This is rendered more manifest by embracing the tibia with four fingers of each hand, whilst the two thumbs are pressed alternately against the two ends of the fracture. There is generally very little crepitation, often none. In seizing with one hand the inferior part of the leg, and with the other the tarsus, the foot can, if the fibula is fractured, be alternately carried outwards and inwards. If left to itself the foot is carried outwards, the internal malleolus forms a considerable eminence, over which the skin is tensely extended, the axis of the limb falls on the inner side of the tarsus, the space which separates the two malleoli is increased, on the external side of the articulation the skin is thrown into transverse furrows, the external malleolus appears sunk, above it and at the seat of the fracture is seen almost always a sudden depression directed from before backwards, or as M. Dupuytren expresses it, less than three inches above the malleolus without displacement of the foot.-[April 1 parls, the articulations and the tendinous sheaths may be opened, and the tendons, nerves, blood-vessels, &c. displaced, compressed, torn or ruptured. The blood-vessels alone may be ruptured without this formidable complication of injuries just enumerated, and the blood may be effused in the cellular tissue around the joint in large quantities. Very commonly the skin is destroyed in one or more places, either primitively by the fractured ends of the bones, or consecutively by the effects of inflammation, &c. These lesions of the skin are so dangerous a complication, that fractures, by no means serious in other respects, may produce the most dangerous consequences, whilst the cure of internal injuries, to whatever degree they may have been carried, need never be despaired of, as long as the skin is sound.
When the tumefaction and tension which result from the flow of fluids towards the injured parts are not dissipated at first, they increase in a few hours to a most dangerous degree, the limb becomes livid, cold, and insensible, phlyctenaj full of reddish serosity are formed here and there, and gangrene comes on without any previous symptoms of inflammation. But in other cases inflammation succeeds the tumefaction, and this follows two different courses; in one, the inflammatory symptoms progressively increase, until they terminate in gangrene; in the other, slow phlegmonous erysipelas produces extensive suppuration, the subcutaneous cellular tissue sloughs, the skin gives way, slow fever comes on with loss of strength, until the patient, debilitated by fever, suppuration, and diarrhoea, dies. Tetanus, and nervous delirium are often fatal combinations. The bone, or fragments of bone which by the accident have been exposed to the air, are liable to necrosis ; but this is a less common sequence than sloughing of the tendons of the inferior extremity of the leg. The symptoms do not manifest themselves immediately, but after a greater or less period of time, heat, redness, pain, tumefaction, tension, and obscure fluctuation are observed along the course of the tendons, the skin is gradually thinned and destroyed, and pus, followed by the dead shreds of the tendons, escapes.
The loose application of the terms outwards and inwards to dislocations find displacements of the foot, by surgical writers, is often the source of confusion. M. Dupuytren throughout this article, when speaking of luxations, applies them to the relative position of the astragalus and tibia, but when describing displacements of the foot, to the direction in which it points, thus, in luxation of the foot inwards, there is displacement of the foot outwards, and vice versa.
Treatment.
Pott has described the manner in which this accident can be reduced, with facility, and without effort; but he has not pointed out any means by which the reduction may be prolonged. M. Dupuytren in his treatment of these injuries has attended particularly to this most necessary part of the curative indications, the neglect or ignorance of which has been the cause of complete deformity resulting so often from this injury.
When there is simple solution of continuity of the fibula, the sole indication is to prevent all displacement of the fragments ; repose and absolute immobility attain this object. These, together with reduction are sufficient when the accident is attended with simple displacement of the foot. But it is a question of considerable importance, whether there i3 any kind of complication of fracture of the fibula which contra-indicates reduction ? A-s all the unfortunate symptoms which follow, are the immediate effect of the powers which have produced the accident or the consecutive result of the fracture itself, and as they must become more dangerous the longer the cause persists, M. Dupuytren lays it down as a general rule, that the surest and quickest way to relieve these symptoms is to reduce the parts at every period of the disease. This was also the opinion of Dessault.
Reduction. Nothing-is more easy to reduce than fracture of the fibula, attended with displacement of the foot, when the resistance of the opposing1 muscles is overcome. This end is obtained by bending-the leg-on the thig-h, and diverting-the attention of the patient. The resistance of the muscles is by this simple proceeding-immediately overcome, and almost without effort the parts resume their natural position. Notwithstanding-the apparently perfect reduction, it is always incomplete, for the fragments of bone remain depressed towards the side of the tibia, and the foot preserves a constant tendency to yield to the action of the lateral peronei muscles, and to be carried outwardly. Some method is therefore necessary to separate these fragments from the tibia, and to keep them in apposition. The superior portion is never depressed, and it is impossible to act on the inferior, except through the medium of the foot, which is closely connected with both malleoli. It will therefore be evident, that the broken external malleolus will be raised by carrying inwardly with some force the internal border of the foot, that is, placing it in the position of abduction. In this manner, the inferior extremity of the tibia is sunk deeply in the articulation, the astragalus is carried from within outwards, and the inferior fragment of the fibula performs on itself a movement of semi-rotation in a contrary direction to that which displaced it, and is thus placed in apposition with the upper fragment.
Means employed in maintaining the parts reduced. It is evident that the limb must be kept in the position which was necessary for its reduction. The apparatus which M. Dupuytren has employed for 25 years in fractures of the fibula complicated with luxation inwards, simply consists of a pad, a splint, and two bandages. The pad is made of linen, and filled two thirds ?with the chaff of oats; it should be feet in length; 4 or 5 inches in hreadth; and 3 or 4 in thickness. The splint should be from 18 to 20 inches in length; 2^ inches in breadth; and 3 or 4 lines in thickness, of firm and but slightly flexible wood. The two bandages, made of partly worn linen, should be 4 or 5 ells in length. The pad, doubled like a wedge, |s applied to the inner side of the fractured limb, extended upon the tibia, >ts ;base resting on the internal malleolus without passing it, and its apex on the inner condyle of the tibia. The splint applied along the pad should pass five or six inches below it, and three or four inches below the inner border of the foot. The splint and pad are then fixed to the superior part of the leg, t>y some turns of the bandage passed from above downwards.
In this state a space equal to the thickness of the pad, that is from 4 to 5 inches, is left between the splint and the foot; this extremity of the splint serves as a point d'appui to bring the foot from without inwards. For this purpose the end of a second roller is fixed to the splint, and is applied sue ? cessively over the superior surface of the foot, over its external border, un-[April 1 der the sole, over the splint, then upon the instep, and under the heel, to return again over the splint, and to be continued in the same manner until the whole length of the roller is used. By this means, the foot is placed in such a state of adduction, that its external border becomes inferior, its sole is directed inwards, and its internal border upwards. The tibia, pressed by the base of the wedge formed by the cushion, is forced outwards, as well as the astragalus; the inferior fragment of the fibula, pressed outwards superiorly by the tibia, and drawn inwards inferiorly by its external lateral ligaments, performs that semi-rotation by which it is brought to its natural situation.
In order to obtain a complete reduction, it is not sufficient to bring the foot into the same line as the leg, but it should be brought by the bandage as far inwards, as it was displaced outwards by the accident. This apparatus, besides the advantages it possesses of reducing the injury without effort, and almost without pain, and of maintaining the parts reduced, also leaves a considerable interval between the bandages, which exposes the articulation and the situation of the fracture, so as to allow the application of topical remedies, &c. The same apparatus is applicable in all cases of fracture, with simple luxation of the foot outwards.
In luxation outwards and upwards, the splint, &c. must be placed along the fibula, instead of the tibia. But the luxation backwards presents both greater ]difficulties|in reduction, and in maintaining the parts in situ. The difficulty of reduction depends on muscular resistance?that of keeping the parts in situ, when reduced, arises from the superior surface of the astragalus, convex from behind forwards, being so slippery that the tibia rests perpendicularly upon it with great difficulty, being constantly disposed to incline forwards, whilst the astragalus itself, incessantly acted upon by the extensor muscles of the foot, which are more powerful than the flexors, has a continual tendency to slip behind the inferior extremity of the tibia.
In Here we must at present conclude; and if the first article on these volumes has occupied more room than was first intended, it must be attributed to the fund of useful and original matter which the work contains, and which rendered a shorter yet comprehensive analysis almost impossible. The persevering zeal and unwearied assiduity with which M. Dupuytren performs his public duties as a hospital surgeon and clinical professor, all who have attended the Hotel Dieu will allow; and it would be unnecessary even for foreigners to laud his acknowledged talents and acquirements. We are therefore surprized at the bad taste which the physicians who have edited these volumes have exhibited in the profuse expenditure of common-place laudatory epithets, whenever the name, the talents, the experience, the lectures, the theories, the discoveries of M. Dupuytren are mentioned.
